Gummatous ulceration of the penis is now exceptionally rare. Catteral et al, reporting five cases in 1957, noted that only 11 other cases had been reported during the previous 40 years. ' 2 This condition was, however, well recognised, in the era before treatment with arsenic, by doctors who adopted the term pseudochancre redux for lesions that often resembled the chancre of initial infection.
In the case we report, the clinical picture was complicated by the presence of pronounced generalised lymphadenopathy, which is nowadays often mistakenly considered to be synonymous with human immunodeficiency virus (HIV) infection in members of the population who are at risk.
Case report
A German homosexual man aged 43 presented to the Praed Street Clinic on 29 July 1987, having been referred by Northwick Park Hospital's urology department with a 16 month history of painless penile ulceration and recent positive results to syphilis serological tests. Eighteen months previously, in February 1986, he had developed a small painless left scrotal ulcer, which had resolved spontaneously during the subsequent two months. As that lesion healed, a similar lesion appeared at the tip of the glans penis. The second lesion initially resembled a papule and subsequently enlarged and ulcerated. The severity of the ulcer fluctuated slightly with time, and when the Specimens taken from the ulcer were cultured for C granulomatis, M tuberculosis, Chlamydia trachomatis, and Haemophilus ducreyi, and no evidence of these organisms was found. Culture did yield a moderate growth of Staphylococcus aureus and a group B streptococcus, Lancefield type G.
Urethral culture for Neisseria gonorrhoeae and 276
Gummatous penile ulceration and generalised lymphadenopathy in homosexual man: case report Biopsy of the penile lesion showed an area of ulceration, the surface of which was covered with necrotic slough (fig 3) One explanation for the coexistence of features of secondary and tertiary syphilis in our patient may be that he had secondary syphilis with a late monorecidive lesion that had many characteristics of a gumma, including that ofrapid healing with tissue loss in response to treatment.3 Such lesions have been documented as occurring up to four years after initial infection. In 1946 Stokes et al recognised that these lesions were more likely to resemble gummata the longer after initial infection that they occurred. 3 In his follow up of the Boeck-Bruusgaard cohort, Gjestland reported that 23.6% of untreated patients suffered at least one secondary relapse, and he concluded that monorecidive lesions were a normal feature of untreated syphilis. 4 5.
An alternative explanation is that our patient initially became infected many years before presentation, and may then have been reinfected by his recent longstanding sexual partner, which resulted in the 
